To the Editor, Dodd et al. 1 described a simple, safe technique for tracheal intubation (TI) with the King laryngeal tube (LT) in situ using a video laryngoscope (VL) and a bougie. We commend the authors for describing a technique that can significantly decrease the need for a surgical airway. The authors did not address, however, how should the airway could be established in case visualization could not be achieved with the VL after deflating the King LT cuff. Difficult or impossible visualization could be expected as it was the reason the King LT was used in the first place. Tongue and pharyngeal edema resulting from cuff inflation pressure had been reported to exaggerate visualization difficulty.
To the Editor, Dodd et al. 1 described a simple, safe technique for tracheal intubation (TI) with the King laryngeal tube (LT) in situ using a video laryngoscope (VL) and a bougie. We commend the authors for describing a technique that can significantly decrease the need for a surgical airway. The authors did not address, however, how should the airway could be established in case visualization could not be achieved with the VL after deflating the King LT cuff. Difficult or impossible visualization could be expected as it was the reason the King LT was used in the first place. Tongue and pharyngeal edema resulting from cuff inflation pressure had been reported to exaggerate visualization difficulty. 2 Failure of visualization after cuff deflation should therefore be expected in a certain percentage of these patients.
Should inability to visualize the cords with VL or to pass the bougie constitute an indication for a surgical airway? We describe an alternative technique by which the exchange can be accomplished with the King LT in place while keeping the cuff inflated. Our technique allows continuous, uninterrupted ventilation throughout the exchange procedure. It can be used initially as an alternative to the technique described by Dodd et al. or as a rescue attempt when visualization is impossible with their technique and before proceeding with a surgical airway. We use a VL, but instead of the bougie we use a flexible fibreoptic bronchoscope (FOB) preloaded with an endotracheal tube (ETT). Although FOB had been used through the lumen of the King LT, 3 we prefer the extraluminal approach to avoid any possible interruption of ventilation in the presence of an unstable airway. The VL blade is introduced until the pharyngeal cuff is well visualized. The FOB is then inserted between the VL blade and the shaft of the King LT. It is then advanced distally beyond the tip of the blade between the tongue and the anterior surface of the cuff without deflating the cuff or interrupting ventilation. When the cords are visualized, the tip of the FOB is further advanced until the carina is visualized. The King LT cuff is then deflated, the ETT is advanced over the FOB into the trachea, and the King LT is removed. If the glottis cannot be visualized using FOB or VL, tracheostomy is indicated to establish a definitive airway. It is prudent to have an emergency cricothyrotomy kit and experienced personnel available throughout the exchange procedure until successful and correct placement of the ETT is verified.
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